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ABSTRACT 
 

Bladder cancer ranks 7th among all cancers, with smoking as the main risk. It is the second 
urologic cancer after prostate cancer. Their incidence is increasing by about 1% per year, with a 
greater incidence in women than in men. In nearly 70% of cases, bladder cancer is of the non-
muscle-infiltrating type. Although they are less frequent in women, they present some very 
particular characteristics.  
Objective: To analyze and describe the epidemiological, clinical, anatomopathological, and 
therapeutic manifestations in women. Patients and methods: Thirty-four (34) files were 
retrospectively analyzed over 5 years (March 2011 and December 2015).  
Results: The mean age was 58.1 years with a mean delay of consultation of 14 months. 
Hematuria was the most frequent symptom (95%). Non-infiltrating tumors were in the majority (in 
20 cases), followed by infiltrating tumors (14 cases), urothelial carcinoma was the only histological 
type observed. Eighteen(18) patients had shown improvement from BCG instillations and anterior 
pelvectomy had been performed in 2 cases, and 6 cases respectively for NIMV and IMV. Sexual 
life was disrupted in 37.5% and 33.33% of cases of Bricker and neovessia. The recurrence and 
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progression rates were 25 and 15% respectively.  
Conclusion: Bladder tumors in women are less frequent, their treatment is based either on 
immunotherapy or surgery or multimodal. Strict surveillance is mandatory because the evolution of 
these tumors is unpredictable. 
 

 
Keywords: Bladder tumor; BCG; anterior pelvectomy; radiochemotherapy.  
 

1. INTRODUCTION 
 

Bladder cancer ranks 7th among all cancers and 
mainly affects an elderly population with smoking 
as the main risk factor. It is the second most 
common urologic cancer after prostate cancer. 
Bladder tumors are responsible for 3% of cancer 
deaths. Their incidence is increasing by about 
1% per year, with a greater increase in women 
than in men [1-2]. The diagnosis is usually made 
following hematuria, or more rarely, bladder 
overactivity or pelvic pain, and is guided by 
ultrasound and confirmed by histology after 
trans-urethral resection of the bladder. Although 
they are less frequent in women, they present 
certain characteristics. Our work aims to analyze 
and describe the epidemiological, clinical, 
anatomopathological, and therapeutic 
particularities in women. 
 

2. PATIENTS AND METHODS  
 

This is a retrospective study, carried out on the 
utilization of 34 records of patients diagnosed 
with bladder tumors, in the department of urology 
of the CHU Ibn Rochd of Casablanca over a 
period of 5 years (from March 2011 to December 
2015). were included all patients whose records 
were complete and we excluded all those whose 
records were unexploitable (16 cases). Data 
were collected using a collection form and the 
following parameters were studied: 
epidemiological, clinical, paraclinical, therapeutic, 
and evolutionary. Any endoscopic or surgical 

procedure performed on the urinary tract was 
done with a sterile CBEU. Concerning the 
evaluation of the postoperative status, we used 
the Clavien-Dindo intermittent classification of 
2009, to assess the rate of post-cystectomy 
complications in the short and mid-term. Data 
analysis was done by Epi info.7 software, ki2 test 
was used to compare the with a significant 
threshold ˂5%. 
 
3. RESULTS 
 
3.1 Frequency 
 
In five years, 50 cases of bladder tumors were 
reported in women or 10 cases per year. 
 
3.2 Age 
 
The mean age was 58.1 years within extremes of 
24 and 80 years.  Fig. 1 shows the distribution of 
patients according to age. 

 
3.3 Risk Factors 
 
The concept of chronic smoking was noted, it 
was active and passive respectively in 2.94% 
and 11.76% of cases. No occupational exposure 
or exposure to infectious agents was noted. 
Four patients were diabetic (with a metabolic 
syndrome).   
 

 

 
 

Fig. 1. Age distribution of patients (N=34) 
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Table 1. Distribution of patients according to symptoms and clinical examination data 
 

 n % 
Hematuria 32 94,12 
irritative signs-hematuria 28 82,35 
Low back pain - Hematuria 7 20,60 
Dysuria-Hematuria 4 11,76 
urine retention-hematuria 1 2,94 
pelvic pain-hematuria 1 2,94 
pelvic mass-hematuria 1 2,94 
Sterility-Hematuria 1 2,94 
Alteration of the general condition 3 8,82 
Indurated bladder base 12 35,29 
Normal clinical examination 3 8,82 

 

3.4 Clinic 
 
3.4.1 Circumstances of discovery 
 
Hematuria was the main finding in 94.12% of 
cases (Table 1) 
 
3.4.2 Time to consultation 
 

The delay between the onset of symptoms and 
the consultation varied between 1 month and 3 
years with an average of 14 months. 
 

3.5 Paraclinical  
 

3.5.1 Biological work-up 
 

Anemia was found in 50% of cases. E. coli was 
predominant in 45.45% of cases, followed by 

Klebsiella pneumonia (27.27% of cases), 
Enterobacter species (18.18% of cases), and 
Streptococcus (9.1% of cases) on the initial 
CBEU samples. Malignant urothelial cells were 
found in 3 patients and dysplastic cells in one 
patient on urine cytology (see Table 2). 
 
3.5.2 Suprapubic ultrasound 
 
It was performed in 33 patients (97.06%). The 
impact on the upper urinary tract was noted in 12 
patients (36.36% of cases), 
hydroureteronephrosis was bilateral in 9 cases 
and unilateral in 3 cases. Four patients had a 
reduced cortical thickness index. The location of 
the tumor was specified in 22 patients with a 
predominance of the posterolateral walls. 
 

 
Table 2. Distribution of patients according to the biological work-up 

 
 n % 
Anemia 17 50 
ECBU 34 100 
 
 

Sterile 20 58,82 
Leucocyturia without germ 3 8,82 
Urinary tract infection 11 32,36 

Renal failure 4 11,76 
Urine cytology 7 20,6 
                Negative 3 42,86 
                Positive 4 57,14 

 
Table 3. Distribution of patients according to the results of the suprapubic ultrasound 

 

 n % 
 Normal 1 3,03 

Blood clot 1 3,03 
Irregular wall 1 3,03 
tumor  30 90,91 

 
Tumor Single 25 83,33 

multiple 5 16,67 
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3.5.3 Endoscopy and bladder resection 
 
Cystoscopy was performed in all our patients 
(Table 4) Spinal anesthesia was used more than 
GA and sedation, respectively in 70.59%, 
20.59%, and 8.82% of cases.  
 
3.6 Histology  
 
All tumors were urothelial carcinomas. A 
squamous cell component was associated in one 
case. Non-infiltrative tumors were in the majority 
(Fig. 2). Grades I, II, and III were noted in 20.6%, 
41.17%, and 38.23% of cases, respectively, in 
noninfiltrating tumors. 
 

3.7 Extension Workup 
 
3.7.1 Pelvic touch 
 
Combined with abdominal palpation, they 
showed infiltration of the bladder base in 13 
cases (38.23%) and the peripheral lymph nodes 
were normal in all cases. 
 
3.7.2 Thoracoabdominal CT scan and/or 
Uroscanner 
 
It was performed in 17 patients and noted an in-
site invasion in 12 cases (Table 5). The impact 
on the upper urinary tract was noted in 17.65% of 
cases. 
 

3.8 Treatment  
 
3.8.1 Non-muscle infiltrating tumors  
 
Of the 34 cases of bladder tumors studied, 20 
were NMITTs: 2 CIS, 10 PTa, and 8 PT1, and all 
had been completely resected. Eighteen patients 
had received BCG with 6 courses and one year 
of maintenance treatment. No adverse events 
were found. 
 
Anterior pelvectomy was performed in 2 for high-
grade multifocal pT1 not controlled by TURBT. 
 

3.9 Invasive tumors  
 
3.9.1 Surgery   
 
Laparoscopic was performed in 6 cases for pT2 
(Table 6). In only one case was laparoscopy 
converted to laparotomy. The lymph node 
dissection courage was performed in all cases. 
Surgery was preceded by neoadjuvant 

chemotherapy in two patients using the MVAC 
protocol (3 courses). 
urinary diversion -Bricker-type- was performed in 
7 cases and Bladder Augmentation in one case. 
No intraoperative complications were noted and 
only one patient was transfused. No 
perioperative deaths were observed.  
 
Surgical revision was performed in only one case 
for urinary peritonitis at D1 postoperatively; 
paralytic ileus was noted in only one case and 
also parietal suppuration. The postoperative 
results are shown in Table 7.      
 

3.10 Chemotherapy-Radiotherapy 
 
 Radiation therapy was performed in 8 cases as 
part of the multimodal treatment (pT2: 6 cases 
for refusal of cystectomy and 2 cases for 
metastases with epidermoid inflection) with 
Cisplatin and 40GY on average. 
 
3.10.1 Post cystectomy histology 
 
Urothelial carcinoma was the only histological 
type found on the operative parts (Table 8). 
 

3.10.2 Post cystectomy histology 
 

Urothelial carcinoma was the only histological 
type found on the operative parts (Table 8). 
 

3.11 Evolution 
 

Six patients were lost to follow-up, including 3 
NMITVs (pTaGII, pTaGIII, and pT1GIII) and 3 
IMITVs (one pT2bGII and two pT2GIII), after a 
well-conducted BCG treatment for NMITVs and 
multimodal treatment for IMITVs after an average 
of 2 years. 
 

Eleven patients with TVNIM had a normal 
endoscopic control after a 4-year follow-up 
(namely: 3 pTaGI, 4 pTaGII, 2 pT1GI, and 2 
pT1GII) and recurrence was noted in 7 cases 
(35% of TVNIM). 
 

All recurrences were NMITVs (3 pTaGI, 2 
pTaGII, and 2 pT1GII) and their treatment was 
BCG (intermediate risk: induction with 
maintenance treatment for 1 year; high risk: 
induction with maintenance for 3 years).  The 
progression rate was 15%. 
 

11 patients with IMRT were followed up correctly 
for an average of 2 years, namely: 
 

 two patients who had received 
multimodal treatment were well;  



 two episodes of acute retention of urine 
related to the intestinal mucus plug, 
noted in the patient who had benefited 
from a neo-vessel, they had required a 
bladder catheterization; 

Table 4. Distribution of patients according to bladder endoscopy
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Fig. 2. Distribution of patients according to tumor stage
 

Table 5. Distribution of patients according to extension work
 

Degré d’extension de la tumeur  
 
 
 
locoregional 

Perivesical fat 
Uterus 
Parameters 
Vagina 
Rectum 
Ureteral meatus 

Visceral 
metastases 

Right adrenal, diaphragm, hepatic
Hepatic and pleural bilateral

 
Lymph node 
metastases 

Ilio-obturator 
Hypogastric 
Lumbo-aortic 
Left sub hilar pulmonary
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two episodes of acute retention of urine 
ated to the intestinal mucus plug, 

noted in the patient who had benefited 
vessel, they had required a 

 two patients out of 7 who had a 
BRICKER type shunt, had presented 
acute pyelonephritis (treated with C3G) 
and the other five were well one patient 
(with hepatic and pleural metastasis) had 
died at 6 months of follow-

 

Distribution of patients according to bladder endoscopy 
 

n % 
8 23,53 
8 23,53 
13 38,23 
2 5,88 
6 17,65 
8 23,53 
11 32,35 
24 70,59 
10 29,41 
10 29,41 
15 44,12 
9 26,47 
27 79,41 
6 17,65 
1 2,94 
18 52,94 
14 41,18 
2 5,88 

 

Distribution of patients according to tumor stage 

Distribution of patients according to extension work-up 

 n % 
12 70,6
3 17,65
2 11,76
2 11,76
2 11,76

 2 11,76
Right adrenal, diaphragm, hepatic 1 5,88
Hepatic and pleural bilateral 1 5,88

3 17,65
2 11,76
1 5,88

Left sub hilar pulmonary 1 5,88

10

8

2

Pta

Pt1

Pt2

CIS
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Table 6. Distribution of patients according to surgical characteristics 
 

 Type of surgery Duration of intervention (mn) Average intervention time 
according to bypass (min) 

Blood loss (ml) Time between 
resection and 
surgery (months) 

 Cœlioscopy laparotomy Laparotomy  cœlioscopy Bricker  Entérocystoplastie  ˂3 ˃3 
n 6 2 401±60 250±90 180 300 378±250 3 5 

 
Table 7. Distribution of patients according to final histological findings 

 
 Transfused patients  Complications Post-operative hospital stay 

(days)) 
Average time to take 
back drinks 
(days) 

Average time to resume 
feeding 
feeding (days) 

Average time to 
resume transit GI   GII       GIII 

n 3 1 1    1 10,0±3,0 2,4±1,6 
 

5±1,1 
 

3,6±1,4 
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Table 8. Distribution of patients according to final histological findings 
 
 n=8 
Tumor stage 
 

pTa  low grade 1 
pT1 low grade 1 
pTis + pT2  1 
pT2  4 
pT3a 1 

Lymph node involvement                           
 

pN0 7 
pN≥1 1 

Resection margins 
 

R0 8 
R1 0 

Histolog Urothelial carcinoma 8 
other 0 

 

4. DISCUSSION  
 
4.1 Incidence 
 
Bladder cancer ranks fourth in incidence and 
seventh in death for all cancers combined [1]. It 
represents 67.3% of urinary tract cancers [3]. 
 
This low frequency of bladder cancer can be 
explained by low rates of risk factors such as 
smoking, this is due to the mores related to the 
Islamic religion, which occupies an important 
place in Morocco.   
 

4.2 Age 
 

Our study noted a mean age of 58.1 years, much 
younger than that of some Western studies, with 
52.94% of patients between 45-65 years of age. 
Our results are similar to those in the literature 
[4-6]. The age of our patients was slightly 
younger; young age at the time of discovery of 
an infiltrating tumor appears to be a negative 
prognostic factor [7]. 
 

4.3 Circumstances of Discovery 
 

The main reason for consultation was hematuria 
in 94.12% of cases, followed by irritative signs. 
Our results corroborate those of many authors 
[8-10]. The average delay of consultation was 14 
months, this delay is related to the fact that all 
symptoms were often mistaken for cystitis. 
 

4.4 Paraclinical 
 
4.4.1 Suprapubic ultrasound 
 
It had suspected a tumor in 93.94% of cases; our 
results are similar to the literature, as its 
sensitivity is 72-95% for polypoid type tumors ≥ 5 
mm, compared with 20% for tumors < 5 mm [11]. 

4.4.2 Cystoscopy 
 
Cystoscopy had identified the tumor in all our 
patients. It is indicated in case of suspicion of 
bladder tumor when ultrasound is negative. Its 
sensitivity is then 71% and its specificity 72% [8]. 
 
4.5 Histology 
 
The histological type noted in our study was 
essentially urothelial carcinoma, our results are 
comparable to those of the literature [4,12-13]. 
For most of our patients, there was a clear 
discrepancy between the preoperative and 
postoperative tumor stages. 
 
Indeed, it is now accepted that trans-urethral 
bladder resection is a disappointing means of 
assessing tumor infiltration [14-15].  
 

4.6 Treatment 
 
Immunotherapy with BCG vaccine was done in 
10 patients without side effects, the absence of 
side effects could be explained by the sample 
size, with a recurrence rate of 35%. This 
recurrence rate may be related to the equally 
significant numbers of high-grade tumors and 
tumors larger than 3 cm. 
 
Neoadjuvant chemotherapy had been 
administered in two patients with T2 tumors. This 
low rate of neoadjuvant chemotherapy is due to 
the fact that during the study period, this type of 
chemotherapy was still debated in practice. 
However, it is desirable before cystectomy, in 
order to eradicate micrometastases and avoid 
implantation of circulating tumor cells at the time 
of surgery, to reduce the size of the tumor and 
facilitate the surgical procedure, and to prolong 
patient survival [16].  
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The Bricker was, in our series, the most 
commonly used shunt. Bladder replacement was 
performed in very few cases because our 
patients presented locally advanced forms. 
 

Laparoscopic cystectomy was the majority in our 
series. By finer and more precise gestures, 
laparoscopy also allows a better realization of 
hemostasis thus ensuring minimal blood loss. 
The average blood loss reported in our series is 
lower than that reported in series of radical 
cystectomy by laparotomy [17,18]. 
 
The intraoperative mortality was zero in our 
series, currently, it is between 1-4% in several 
studies [19-20]. This is related to the progress in 
anesthesia-resuscitation and surgical techniques. 
 
Few complications were noted in our study, 
among which one case of paralytic ileus, parietal 
suppuration, and one case of urinary peritonitis.  
Paralytic ileus is a frequent complication after 
cystectomy and a common cause of prolonged 
hospitalization. It is favored by the use of 
analgesics, anesthesia, intraoperative bowel 
manipulation, and peritoneal inflammation 
created by the surgical procedure [21]. Our rate 
is in the lower limit of those reported in the 
literature [22]. Indeed, laparoscopy allows 
decreasing prolonged ileus by limiting the 
manipulation of the digestive tract and the 
postoperative intake of morphine [17]. 
 

5. CONCLUSION 
 

Bladder tumors in women are less frequent than 
in men and often of late-onset. Smoking is an 
important factor in the occurrence of these 
tumors but it is less pronounced in the past 
years, however, at present, its responsibility is 
increasing due to female smoking. In the case of 
superficial tumors, treatment is based on 
endoscopic resection associated with intravesical 
instillations. For tumors infiltrating the muscle, 
radiochemotherapy is an alternative in cases 
refusing surgery or whose general condition does 
not allow surgery. For the other cases, anterior 
pelvectomy is the reference procedure, which 
remains a heavy operation with a high risk of 
bleeding. Strict surveillance is mandatory 
because the evolution of these tumors is 
unpredictable. 
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